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(sen reece 


Which of the following is FALSE about naloxone for opioid overdose? 


Select one: 


Can be administered through injection or nasal spray % 
Temporarily reverses opioid overdose X 


Can help overdosed individual regain x FERREE 
consciousness and normalize breathing if used Rose Wang (ID:113212) this answer is 
right away incorrect. This is one of the indications for 


naloxone. 


Can be administered orally Y 


Marks for this submission: 0.0/1.0. 


TOPIC: Drug Withdrawal Syndromes 


LEARNING OBJECTIVE: 


To understand the properties and use of naloxone in opioid intoxication. 


BACKGROUND: 


Opioid overdose can occur when a person uses more of a drug than they can handle. Opioid overdose may 
be fatal and can occur in patients with opioid use disorder and in those who are using opioid for pain. 
Symptoms of an opioid overdose include: shallow breathing, respiratory rate less than 12 breaths/minute, 
constricted pupils, deep gurgling or snoring sounds, cold skin and blue lips, skin or nails. Risk factors for 
overdose include mixing drugs or using alone, inconsistent drug quality, being a new user, using after a 
period of cessation, and history of past overdose. In cases of opioid overdose, naloxone is an opioid 
antagonist that competes and displaces opioids from the receptor site. Naloxone can be administered 
through multiple routes including intravenous (IV), subcutaneous (SC), and intramuscular (IM) injection, as 
well as intranasally. The onset of action is 1-2 minutes for IV and 2-5 minutes for SC, IM, and nasal 
administration. Naloxone cannot be administered orally due to low bioavailability. If IV administration is not 
possible (e.g. such as in the community with a take-home naloxone kit), IM/SC or nasal administration are 
used. Naloxone only reverses an opioid overdose temporarily, so it is important that the individual is still 
taken to the hospital. Naloxone dosing may need to be repeated if no effect is seen within 3-5 minutes, or if 
the initial dose wears off (duration of action is 20-90 minutes) while waiting for emergency health services. 


RATIONALE: 
Correct Answer: 


* Can be administered orally - Naloxone is not administered orally for opioid overdose due to low 
bioavailability. 


Incorrect Answers: 


* Can be administered through injection or nasal spray - Naloxone can be given intravenously, 
intramuscularly, subcutaneously, and intranasally. 


Temporarily reverses opioid overdose - Naloxone only has temporary effects which is why it is 
important ta take the individual to a hospital even if the overdose has been reversed 


Can help overdosed individual regain consciousness and normalize breathing if used right 
away - This is one of the indications for naloxone, 


TAKEAWAY/KEY POINTS: 


Naloxone is an opioid antagonist that temporarily reverses overdoses caused by opioids. It can be 
administered through IV, IM, SC or through nasal administration. 


REFERENCE: 


[1] Lefebvre LG. Opioid-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https///myrxtxca. [2] Opioids (CPhA Monograph). In: Compendium of 
Pharmaceuticals and Specialties. Ottawa, ON: Canadian Pharmacists Association. https://mynxtx.ca. [3] 
Naloxone (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Can be administered orally 


Question 2 
1D: 50365 


Incorrect 


Question 3 
1D: 30567 
Incorrect 


Fag question 


GT has just been discharged from the hospital, where he was admitted for 3 days for alcohol 
withdrawal. He now presents to your Alcohol Use Disorder clinic to start maintenance therapy. He 
previously was drinking up to 12 beers daily. His only co-morbidity is that he has severe liver 

dysfunction. He is currently not on any med 


Which of the following is the most appropriate treatment for GT's alcohol use disorder? 


Select one: 


Naltrexone * 
Rose Wang (ID:113212) this answer is incorrect. Naltrexone is not the most 


appropriate in this situation due to GT's liver dysfunction. 


Acamprosate Y 
Disulfiram X 


Naloxone % 


Marks for this submission: 0.0/1.0. 


TOPIC: Drug Withdrawal Syndromes 


LEARNING OBJECTIVE: 
To understand how patient characteristics affect the drug of choice in alcohol use disorder. 


BACKGROUND: 


There are multiple pharmacologic options to treat alcohol use disorder. The first-line options include 
naltrexone and acamprosate, and the choice between these will depend on patient characteristics, the 
patient's goals of therapy (e.g, abstinence or reduction), and patient preferences. Naltrexone, an opioid 
antagonist, is believed to make drinking less pleasurable by blocking the euphoria from endogenous opioids 
that are released when alcohol is consumed. Naltrexone has also been shown to block the craving for 
alcohol. Therefore, it is useful in patients who want to either abstain from drinking or reduce consumption. 
Since naltrexone is an opioid antagonist, it is contraindicated in patients on opioid therapy as it will 
precipitate withdrawal. Patients must be opioid-free for 7 or more days prior to initiation of naltrexone. 
Adverse effects of naltrexone include abdominal cramps, nausea, and hepatotoxicity (caution in those with 
hepatic dysfunction). Acamprosate eases symptoms of alcohol withdrawal and reduces the euphoric effects 
of alcohol by acting as a glutamate and GABA modulator. Acamprosate is the drug of choice when a patient's 
intention is to be completely abstinent from alcohol, as acamprosate has been shown to be more efficacious 
than naltrexone for this goal. Acamprosate is also the drug of choice in patients with hepatic insufficiency, 
since it is renally excreted, and naltrexone is avoided in this population. Second-line therapies are reserved 
for patients who have had trials of both naltrexone and acamprosate, unless a contraindication exists. 
Disulfiram inhibits the metabolism of alcohol by blocking aldehyde dehydrogenase. If a patient drinks alcohol 
while taking disulfiram, it causes a “disulfiram reaction” which includes nausea, flushing, vertigo, and 
arrhythmias. The fear of this reaction assists with avoidance of alcohol consumption. Adverse reactions from 
disulfiram include metallic taste, dermatitis, and hepatotoxicity (contraindicated in liver dysfunction). 
Disulfiram is not commercially available in Canada, but some pharmacies may compound the medication. 
Other second-line therapies include topiramate and gabapentin, which are thought to modulate glutamate 
receptors to reduce alcohol withdrawal and cravings. However, the evidence for these therapies is weak and 
they carry a high risk of adverse events (e.g, cognitive dysfunction) 


RATIONALE: 
Correct Answer: 


* Acamprosate - Acamprosate is the first-line drug of choice for treatment of AUD in liver dysfunction. 


Incorrect Answers: 
* Naltrexone - Naltrexone is not the most appropriate in this situation due to GT's liver dysfunction. 
© Disulfiram - Disulfiram is a second-line medication, reserved for after trials of first line medications. 


e Naloxone - Naloxone is not used for alcohol use disorder treatment. 


TAKEAWAY/KEY POINTS: 


Naltrexone and acamprosate are first-line therapies for AUD, however acamprosate is the drug of choice in 
liver dysfunction. 


REFERENCES: 

[1] Lefebvre LG. Opioid-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https//myrxtxca. [2] Opioids (CPhA Monograph). In: Compendium of 
Pharmaceuticals and Specialties. Ottawa, ON: Canadian Pharmacists Association. https://mynxtx.ca. [3] 


Naloxone (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Acamprosate 


Which of the following is the most appropriate way to treat a benzodiazepine withdrawal syndrome? 


Send Feet 


Question 4 
1D: 12484 


Incorrect 


Fag question 


select one: 


A structured benzodiazepine discontinuation program ¥ 
Substitute the patient's benzodiazepine with triazolam % 
Administer naloxone * 


Administer X 
flumazenil Rose Wang (ID:113212) this answer is incorrect. Flumazenil is indicated for the 


treatment of benzodiazepine toxicity, not withdrawal. 


Marks for this submission: 0.0/1.0. 


TOPIC: Drug Withdrawal Syndromes 


LEARNING OBJECTIVE: 
To understand how to treat a benzodiazepine withdrawal syndrome. 


BACKGROUND: 


Long-acting benzodiazepines include: diazepam, chlordiazepoxide, and flurazepam. Short to intermediate 
acting benzodiazepines include oxazepam, temazepam, alprazolam, lorazepam, and triazolam. In terms of 
opioid withdrawal, long-acting benzodiazepines have lower risks of rebound effects and withdrawal seizures. 
To treat an opioid withdrawal syndrome a structured benzodiazepine discontinuation program is created. 
This includes titrating a long-acting benzodiazepine until symptoms of withdrawal have stopped. If a patient 
was using a short-acting benzodiazepine, this should be substituted with a long-acting agent to provide a 
more gradual decrease in drug concentration. The dose should then be tapered over 6-12 weeks, with dose 
reductions occurring at minimum 1 week intervals. The dose reductions can be more aggressive at the 
beginning of the discontinuation program (e.g. 25%), however once 50% of the dose has been discontinued, 
the taper should be slowed (e.g. 10% reduction) to improve patient comfort. 


RATIONALE: 
Correct Answer: 


* A structured benzodiazepine discontinuation program - Tapering a long-acting benzodiazepine 
slowly is the most appropriate treatment of benzodiazepine withdrawal. 


Incorrect Answers: 


+ Substitute the patient's benzodiazepine with triazolam - Triazolam is a short-acting 
benzodiazepine, whereas long-acting benzodiazepines are typically used to treat benzodiazepine 
withdrawal. 


Administer naloxone - Naloxone is not used in the treatment of benzodiazepine withdrawal. 


Administer flumazenil - Flumazenil is indicated for the treatment of benzodiazepine toxicity, not 
withdrawal. 


TAKEAWAY/KEY POINTS: 


To treat an opioid withdrawal syndrome a structured benzodiazepine discontinuation program is created. 
This includes titrating a long-acting benzodiazepine until symptoms of withdrawal have stopped, and then 
slowly tapering the medications over many weeks. 

REFERENCE: 

[1] Lefebvre LG. Opioid-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[2] Opioids (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[B] Naloxone (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: A structured benzodiazepine discontinuation program 


All of the following statements hold true regarding opioid withdrawal, EXCEPT: 


Select one: 
Opioid withdrawal symptoms for short-acting opioids initiates within 8 to 24 hours after the last * 
dose 
Opioid withdrawal symptoms for long-acting opioids initiates within 12 to 48 hours after the last * 
dose 
The duration of opioid withdrawal 3 FR 3 
E aN UPaE TS Rose Wang (ID:113212) this answer is 
ieoi e aneia incorrect. Withdrawal symptoms last 4-10 days for short- 


acting opioids and 10-20 days for long-acting opioids. 


Opioid withdrawal symptoms only occur in patients taking opioids for chronic pain Y 


Maris for this submission: 0.0/1.0. 


Question 5 
ID: 50543 


Incorrect 


Y Fiag question 


(Sera Feecoscs 


toriu vrug winurawar synaromes 
LEARNING OBJECTIVE: 

Recognize signs, symptoms and risk factors indicative of opioid withdrawal syndrome. 
BACKGROUND: 


Opioids are substances that bind to opioid receptors in the body, mainly in the CNS and gastrointestinal 
tract. They are indicated as analgesics, cough suppressants, and sometimes used for diarrhea. Opioid 
withdrawal syndrome (OWS) is not fatal but may occur after the cessation of chronic exogenous opioids, for 
any indication. Withdrawal symptoms include increased respiratory rate, dysphoria, diaphoresis, yawning, 
lacrimation, rhinorrhea, mydriasis, nausea, vomiting, and diarrhea. The onset of withdrawal depends on the 
half-life of the opioid a patient was using. After the discontinuation of a short-acting opioid, the onset of 
withdrawal symptoms typically occurs 8-24 hours after the last dose, and may last from 4-10 days. If a patient 
was using a long-acting opioid, the withdrawal symptoms typically begin 12-48 hours after cessation and last 
from 10-20 days. 


RATIONALE: 

Correct Answer: 

(Option #4): Opioid withdrawal symptoms can occur in patients taking chronic opioids for any indication. 
Incorrect Answers: 

(Option #1): This is the correct onset for withdrawal symptoms when using a short-acting opioid. 
(Option #2): This is the correct onset for withdrawal symptoms when using a long-acting opioid. 


(Option #3): Withdrawal symptoms last 4-10 days for short-acting opioids and 10-20 days for long-acting 
opioids. 


TAKEAWAY/KEY POINTS: 
Symptoms of opioid withdrawal can occur in any patients using opioids. 
REFERENCES: 


[1] Lefebvre LG. Opioid-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


[2] Opioids (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Opioid withdrawal symptoms only occur in patients taking opioids for chronic pain 


All of the following are common symptoms of opioid withdrawal, EXCEPT: 


Select one: 
Dysphoria %. 
Myalgia * x n 
Rose Wang (ID:113212) this answer is incorrect. Myalgia is a common symptom of 
opioid withdrawal. 
Insomnia X 


Hallucinations Y 


Marks for this submission: 0.0/1.0. 


TOPIC: Drug withdrawal syndromes 


LEARNING OBJECTIVE: 


Recognize signs, symptoms and risk factors indicative of opioid withdrawal syndrome. 


BACKGROUND: 


Opioids are substances that bind to opioid receptors in the body, mainly in the CNS and gastrointestinal 
tract. They are indicated as analgesics, cough suppressants, and sometimes used for diarrhea. Opioid 
withdrawal syndrome (OWS) is not fatal but may occur after the cessation of chronic exogenous opioids. 
Withdrawal symptoms include increased respiratory rate, dysphoria, diaphoresis, yawning, lacrimation, 
rhinorrhea, mydriasis, nausea, vomiting, and diarrhea. The onset of withdrawal depends on the half-life of the 
opioid a patient was using. After the discontinuation of a short-acting opioid, the onset of withdrawal 
symptoms typically occurs 8-24 hours after the last dose, and may last from 4-10 days. If a patient was using 
a long-acting opioid, the withdrawal symptoms typically begin 12-48 hours after cessation and last from 10- 


20 days. 


RATIONALE: 
Correct Answer: 

* Hallucinations - Hallucinations are not common in patients experiencing opioid withdrawal. 
Incorrect Answers: 

* Dysphoria - Dysphoria is a common symptom of opioid withdrawal. 

* Myalgia - Myalgia is a common symptom of opioid withdrawal. 


© Insomnia - insomnia is a common symptom of opioid withdrawal. 


TAKEAWAY/KEY POINTS: 


Question 6 
1D: 50480 
Incorrect 


Fag question 


Hallucinations are not considered to be a common symptom of opioid withdrawal syndrome. 
REFERENCE: 


[1] American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders: DSM-5 (5th 
ed). Washington, DC: American Psychiatric Association. 

[2] Lefebvre LG. Opioid-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Hallucinations 


JB is a patient at your pharmacy who recently started taking oxycodone. His wife, RB, came into your 
pharmacy to learn more about opioids and overdose. Specifically, she would like to know what to do 
if JB takes more oxycodone than his body can handle. 


Which of the following is NOT the appropriate course of action to take if JB's wife suspects an overdose? 


Select one: 
Call 911 for emergency health services 3 
Place the individual in recovery position % 


Administer methadone Y 


Stimulation * 
Rose Wang (ID:113212) this answer is incorrect. Stimulation is one of the actions 
that are taken to check for overdose. 


Marks for this submission: 0.0/1.0. 
TOPIC: Drug Withdrawal Syndromes 


LEARNING OBJECTIVE: 
To understand the signs and steps to managing an opioid overdose, 


BACKGROUND: 


Opioid overdose can occur when a person uses more of a drug than they can handle, Opioid overdose may 
be fatal and can occur in patients with opioid use disorder and in those who are using opioid for pain. 
Symptoms of an opioid overdose include: shallow breathing, respiratory rate less than 12 breaths/minute, 
constricted pupils, deep gurgling or snoring sounds, cold skin and blue lips, skin or nails. Risk factors for 
overdose include mixing drugs or using alone, inconsistent drug quality, being a new user, using after a 
period of cessation, and history of past overdose. In cases of opioid overdose, naloxone is an opioid 
antagonist that competes and displaces opioids from the receptor site. Naloxone can be administered 
through multiple routes including intravenous (IV), subcutaneous (SC), and intramuscular (IM) injection, as 
well as intranasally. The onset of action is 1-2 minutes for IV and 2-5 minutes for SC, IM, and nasal 
administration. Naloxone cannot be administered orally due to low bioavailability. If IV administration is not 
possible (e.g. such as in the community with a take-home naloxone kit), IM/SC or nasal administration are 
used. Naloxone only reverses an opioid overdose temporarily, so it is important that the individual is still 
taken to the hospital. Naloxone dosing may need to be repeated if no effect is seen within 3-5 minutes, or if 
the initial dose wears off (duration of action is 20-90 minutes) while waiting for emergency health services. 
An overdose is a medical emergency and there are steps to take to manage the overdose: 1. First stimulation 
should be used to see if the patient is responsive or if you can wake them up. 2. If unable to wake them up, 
call 911 immediately. 3. Administer naloxone and do rescue breathing and/or chest compressions. 4. Place 
the patient in the recovery position. 5. Monitor the patient until help arrives 


RATIONALE: 
Correct Answer: 


e Administer methadone - Naloxone should be administered, not methadone. 


Incorrect Answers: 


Call 911 for emergency health services - It is extremely important to call 911 as there is a high 
chance of death in opioid overdose. 


Place the individual in recovery position - Recovery position is very important to ensure the airways 
of the patient are open. 


Stimulation - Stimulation is one of the actions that are taken to check for overdose. 


TAKEAWAY/KEY POINTS: 


When a person is experiencing an overdose from opioids, they should be stimulated to see if they respond, 
911 should be called immediately, naloxone should be administered to reverse the opioid overdose, and the 
person should be put into the recovery position until medical help arrives. 


REFERENCE: 


[1] Lefebvre LG. Opioid-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[2] Opioids (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[3] Naloxone (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


Pvaiersrantanicumn i lrlmntnictorrnethacnnes 


Question 7 
ID: 50872 
Corect 


Fag question 


E 


Question 8 
1D: 50517 


Incorrect 


PT is a 32 year old female with an opioid use disorder currently in opioid withdrawal. Her physician 
wishes to start her on buprenorphine/naloxone during this detoxification phase and then continue it 
as a maintenance treatment. 


Which of the following is NOT required prior to initiation of buprenorphine/naloxone therapy? 


Select one: 
Ensure PT isin moderate withdrawal % 
Review PT's other medications % 
Offer PT a naloxone kit X% 
Assist physician with obtaining v 
EE T O EE Rose Wang (ID:113212) this answer is correct. Any 


stereo OA physician is able to prescribe buprenorphine/naloxone 
without special exemption. 


Marks for this submission: 1.0/1.0. 


TOPIC: Drug Withdrawal Syndromes 


LEARNING OBJECTIVE: 
To understand buprenorphine/naloxone prescribing in opioid withdrawal. 


BACKGROUND: 


When treating opioid withdrawal, the withdrawal should be managed first and then maintenance therapy 
should be considered. Buprenorphine, a partial mu-receptor agonist and kappa-receptor antagonist, is the 
first-line option for treatment of opioid withdrawal syndrome (OWS). In Canada, it is available as a sublingual 
tablet in combination with naloxone. Naloxone is combined with buprenorphine to deter patients from 
misusing buprenorphine by injection or the intranasal route, as via these routes naloxone will induce opioid 
withdrawal symptoms. Naloxone itself does not induce opioid withdrawal symptoms when given 
orally/sublingually as it has low bioavailability. As buprenorphine is a partial opioid receptor agonist, it may 
cause precipitated withdrawal in a patient who typically uses a full opioid agonist, as it will compete with the 
full agonist at the receptor level. To avoid this precipitated withdrawal, a patient must be in moderate opioid 
withdrawal prior to starting buprenorphine/naloxone. During detoxification or withdrawal, the dose is 
typically slowly increased over 3-5 days, and if not continuing for maintenance therapy, may be tapered over 
2-4 weeks. Buprenorphine is considered a safer alternative to methadone as it carries a lower risk of 
respiratory depression. Adverse events of buprenorphine/naloxone are hyperhidrosis, abdominal pain, 
constipation, nausea, and vomiting, It is contraindicated with moderate to high risk QTc prolonging agents. 
There are no special exemptions required to prescribe buprenorphine. 


RATIONALE: 
Correct Answer: 


* Assist physician with obtaining special exemption to prescribe buprenorphine/naloxone - Any 
physician is able to prescribe buprenorphine/naloxone without special exemption. 


Incorrect Answers: 


Ensure PT is in moderate withdrawal - Patients should be in moderate withdrawal prior to initiation 
of buprenorphine/naloxone in order to avoid precipitated withdrawal. 


Review PT's other medications - PT's other medications should be reviewed, especially to ensure she 
is not on any moderate to high risk QTc prolonging agents 


e Offer PT a naloxone kit - Naloxone kits should be offered to anyone at risk of opioid overdose. 


TAKEAWAY/KEY POINTS: 


There are no prescribing restrictions for buprenorphine/naloxone. Patients should be in moderate opioid 
withdrawal prior to the initiation of buprenorphine/naloxone and it should be ensured that the patient is not 
using any moderate to high risk QTc prolonging medications. 


REFERENCE: 


[1] Opioids (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Assist physician with obtaining special exemption to prescribe 
buprenorphine/naloxone 


TS comes into your clinic and seeks help in alcohol abstinence. He acknowledges that consuming too 
much alcohol is bad for his health and knows the potential consequences that it may pose. However, 
he does not feel that he is ready to quit yet and he feels that consuming alcohol has played such a big 
part in his life when he goes to social gatherings. He would like you to educate him more and tell him 
the benefits of alcohol abstinence. 


What staae of chanae is TS currently in? 


Question 9 
ID: 50539 


Corect 


Select one: 


Preparation % 


Contemplation ¥ 
Action% 
Pre- x 


Rose Wang (ID:113212) this answer is incorrect. "Pre-contemplation” stage is 
incorrect as the patient is in a later stage due to their mixed feelings about 
making the change. 


contemplation 


Marks for this submission: 0.0/1.0. 
TOPIC: Drug Withdrawal Syndromes 


LEARNING OBJECTIVE: 
To understand the stages of change in approaching motivational interviewing with patients. 


BACKGROUND: 


Motivational interviewing can help patients transition from thinking about change to making actions towards 
change in cases of substance use disorder. There are 6 stages to change: pre-contemplation, contemplation, 
preparation, action, maintenance, and relapse. Pre-contemplation revolves around a discussion with patients 
about risks of substance use without being judgemental or confrontational. Contemplation encourages 
patients to weigh the benefits and risks of substance use with the healthcare provider expressing positive 
encouragement for change. Preparation involves planning the quit attempt with the healthcare provider 
addressing any concerns. Action phase involves monitoring progress and encouraging positive successes and 
helping navigate difficult situations. Maintenance phase incorporates preventing relapse and using skills or 
techniques to aid in this. Finally, the relapse phase involves normalizing the process and using it as a learning 
opportunity and not a failure for the patient. 


RATIONALE: 
Correct Answer: 


* Contemplation - During the "Contemplation" stage of change, individuals have mixed feelings about 
changing. 


Incorrect Answers: 
* Preparation - “Preparation” stage is incorrect, as the patient has not made the change yet. 
* Action - "Action" stage is incorrect, as the patient has not made the change yet. 


e Pre-contemplation - "Pre-contemplation” stage is incorrect as the patient is in a later stage due to 
their mixed feelings about making the change. 
TAKEAWAY/KEY POINTS: 


There are 6 stages to change: pre-contemplation, contemplation, preparation, action, maintenance, and 
relapse. 


REFERENCE: 


[1] Lefebvre LG. Opioid-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtxca. 
[2] Lefebvre LG. Alcohol-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Contemplation 


GK is a patient that has been undergoing therapy for his opioid use disorder. After months of 
debating, GK has just started taking methadone in order to manage his withdrawal symptoms. 


What stage of change is GK currently in? 


Select one: 
Contemplation ® 
Preparation X% 
Action Y 


Rose Wang (ID: 113212) this answer is correct. During the "Action" stage of change, 
individuals start to adopt changes. 


Pre-contemplation * 


Marrs for this submission: 1.0/1.0. 


TOPIC: Drug Withdrawal Syndromes 


Question 10 
10: 50825 


Corect 


LEARNING OBJECTIVE: 
To understand the stages of change in approaching motivational interviewing with patients. 


BACKGROUND: 


Motivational interviewing can help patients transition from thinking about change to making actions towards 
change in cases of substance use disorder. There are 6 stages to change: pre-contemplation, contemplation, 
preparation, action, maintenance, and relapse. Pre-contemplation revolves around a discussion with patients 
about risks of substance use without being judgemental or confrontational. Contemplation encourages 
patients to weigh the benefits and risks of substance use with the healthcare provider expressing positive 
encouragement for change. Preparation involves planning the quit attempt with the healthcare provider 
addressing any concerns. Action phase involves monitoring progress and encouraging positive successes and 
helping navigate difficult situations. Maintenance phase incorporates preventing relapse and using skills or 
techniques to aid in this. Finally, the relapse phase involves normalizing the process and using it as a learning 
opportunity and not a failure for the patient. 


RATIONALE: 
Correct Answer: 


* Action - During the “Action” stage of change, individuals start to adopt changes. 


Incorrect Answers: 


* Contemplation - "Contemplation" stage is incorrect because the patient has already made the 
decision to change. 


* Preparation - "Preparation" stage is incorrect because the patient has already made the decision to 
change. 


* Pre-contemplation - "Pre-contemplation” stage is incorrect because the patient has already made 
the decision to change. 


TAKEAWAY/KEY POINTS: 


There are 6 stages to change: pre-contemplation, contemplation, preparation, action, maintenance, and 
relapse. 


REFERENCE: 


[1] Lefebvre LG. Opioid-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 
[2] Lefebvre LG. Alcohol-related Disorders. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtxca. 


The correct answer is: Action 


Which of the following is FALSE regarding buprenorphine/naloxone (Suboxone®) use? 


Select one: 


It is a combination of a partial opioid agonist and opioid antagonist X 


Has potential for v 


Pae ins Rose Wang (ID:113212) this answer is correct. This is false as when crushed 


and injected, the naloxone will precipitate withdrawal symptoms. 


Doesn't require special authorization for prescribing X 


Does not require reporting to the provincial/territorial pharmacy regulatory body before dispensing * 


Marks for this submission: 1.0/1.0. 


TOPIC: Drug Withdrawal Syndromes 


LEARNING OBJECTIVE: 


To understand the use and properties of buprenorphine/naloxone therapy. 


BACKGROUND: 


Buprenorphine is a partial mu-receptor agonist and kappa-receptor antagonist. In Canada, it is available as a 
sublingual tablet in combination with naloxone. Naloxone is combined with buprenorphine to deter patients 
from misusing buprenorphine by injection or the intranasal route, as via these routes naloxone will induce 
opioid withdrawal symptoms. Naloxone itself does not induce opioid withdrawal symptoms when given 
orally/sublingually as it has low bioavailability, As buprenorphine is a partial opioid receptor agonist, it may 
cause precipitated withdrawal in a patient who typically uses a full opioid agonist, as it will compete at the 
receptor level. To avoid this precipitated withdrawal, a patient must be in moderate opioid withdrawal prior 
to starting buprenorphine/naloxone. Adverse events of buprenorphine/naloxone are hyperhidrosis, 
abdominal pain, constipation, nausea, vomiting, and QT prolongation. Buprenorphine/naloxone is 
contraindicated with moderate to high risk QTc prolonging agents. Buprenorphine is considered a safer 
alternative to methadone as it carries a lower risk of respiratory depression. There are no special exemptions 
required to prescribe buprenorphine in Canada. A new injectable form of extended-release buprenorphine 
(single-entity) is now available in Canada under the brand name Sublocade®. It is administered as a 
subcutaneous injection monthly, and may be considered in patients who have been stabilized on 
buprenorphine/naloxone sublingual tablets. 


RATIONALE: 
Correct Answer: 


* Has potential for injection abuse - This is false as when crushed and injected, the naloxone will 
precipitate withdrawal symptoms. 


Incorrect Answers: 


* It is a combination of a partial opioid agonist and opioid antagonist - Buprenorphine is a partial 
opioid agonist and naloxone is an opioid antagonist. 


+ Doesn't require special authorization for prescribing - Buprenorphine/naloxone does not require 
special prescribing authorization. 


* Does not require reporting to the provincial/territorial pharmacy regulatory body before 
dispensing - Buprenorphine/naloxone does not require to be reported to provincial/territorial 
pharmacy regulatory body before filling or dispensing. 


TAKEAWAY/KEY POINTS: 
Naloxone is included to prevent injection abuse as it would counteract the buprenorphine if injected. 
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The correct answer is: Has potential for injection abuse 
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